of ruptured hepatocellular carcinoma (HCC) was made, and the patient was immediately transferred to the interventional radiology department. The right hepatic artery was cannulated and embolized with polyvinyl alcohol particles.
Spontaneous rupture of HCC is a well-known complication. To the best of our knowledge, this is the first case of HCC with spontaneous rupture in the peritoneal cavity and embolization in the pulmonary arteries at the same time. Transarterial embolization is accepted as an effective and lifesaving procedure to achieve hemostasis in cases of ruptured HCC.
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Spontaneous rupture of hepatocellular carcinoma with tumor embolism in pulmonary arteries
Sir,
A 68-year-old woman was brought to our emergency department with progressively worsening abdominal pain and abdominal distension followed by sudden onset of shortness of breath. The symptoms started an hour back while she was having her dinner. At presentation, she was diaphoretic with blood pressure of 82/47 mmHg and heart rate of 120. Her abdomen was distended and soft but tender in all quadrants. No past history was available as she was a tourist. Electrocardiography was unremarkable. The chest radiograph revealed bilateral pleural effusion. She was resuscitated with fluids, and an urgent computed tomography (CT) of the abdomen was performed. CT abdomen in the arterial phase revealed a large heterogeneous subcapsular exophytic mass in the right lobe of the liver [ Figure 1a -d] actively bleeding into the peritoneal cavity. There was large amount of high-density fluid representing hemoperitoneum. In addition, there were expansive thrombi in the middle hepatic vein and left hepatic vein, extending into the inferior vena cava. Careful evaluation of the partially included images of the lower thorax showed large filling defects in bilateral lower lobe pulmonary artery, consistent with pulmonary emboli. The liver itself was small and shrunken with large splenorenal collateral vessels suggesting the background of cirrhosis with portal hypertension. Based on CT findings, a diagnosis This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms. www.lungindia.com
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Surgical management of endobronchial hamartoma to have mass lesion in the left main bronchus [ Figure 1 ]. Fiber-optic bronchoscopy was done which revealed an endobronchial lesion in the left main bronchus [ Figure 2] . Biopsy, however, was inconclusive, and therefore, a repeat biopsy with a larger chunk of tissue was done which also was inconclusive. The lesion was purely endobronchial, and in one of the biopsies, a suspicion for carcinoid tumor was raised on account of round cells seen in the specimen. In view of the inconclusive biopsy, despite multiple attempts, decision was taken to surgically resect the lesion. General anesthesia was instituted and lung isolation was achieved using right-sided double-lumen endotracheal tube. A mediastinoscopic tracheal mobilization was done with patient in supine position. The position was then changed to the right lateral position, and a left posterolateral thoracotomy was done through the 4 th intercostal space. Intercostal muscle flap was raised from the same space for anastomosis reinforcement. Pleural cavity was explored for any effusion or deposits which was negative. Left main bronchus was dissected and looped. The descending thoracic aorta was looped Sir, Endobronchial chondroid hamartomas are rare benign tumors of the lung. Two types of hamartomas have been described based on location of tumor: intraparenchymal (90%) and endobronchial (10%). [1] Peripherally placed tumors are usually asymptomatic and detected incidentally, but centrally placed tumors in large bronchus are mostly symptomatic. Endobronchial hamartoma has been treated with endoscopic management as well surgical management. We present a case of endobronchial chondroid hamartoma successfully managed with surgery.
A 26-year-old gentleman presented with complaints of dyspnea on exertion for 2½ years with occasional wheeze. He also complained of the right-sided chest discomfort on exertion. He was initially managed as a case of bronchial asthma with bronchodilators. In view of persistence of symptoms, he underwent computed tomography (CT) chest. In CT scan, he was diagnosed
